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Abstract
Strong evidence exists for the role of physical activity in preventing and managing a range of chronic health conditions. A
particular challenge in promoting physical activity as a health strategy exists in culturally and linguistically diverse (CALD)
groups, as such groups demonstrate high risk for a range of non-communicable diseases. The aim of this research was to
examine the perspective of multicultural health service providers for CALD groups with respect to the physical activity
services/initiatives on offer, access barriers to these services, and ideas for future service delivery in this area. Semi-
structured interviews were conducted with 15 multicultural health service providers across the capital cities of the three
most populous states in Australia (New South Wales, Queensland, and Victoria), and thematic content analysis was used to
examine the data. Findings indicated that the majority of physical activity initiatives were associated with organizations
offering other social services for CALD communities but were greatly restrained by resources. As well, it was found that most
services were not designed by taking into account specific cultural requirements for CALD communities or their cultural
expectations. Common barriers identified to service uptake were classified as socio-cultural (e.g., gender, language, context
of health) and environmental (e.g., transportation) in nature. These findings should be utilized when planning future
physical activity and health promotion initiatives for increasing CALD participation. In particular, programs need to be
culturally tailored to the specific expectations of CALD groups, addressing cultural safety and sensitivity, and should be in
partnership with other organizations to extend the reach and capacity.
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Introduction
It has well been established that Australia is rich in cultural
diversity. Of all countries belonging to the Organization for
Economic Cooperation and Development (OECD) [1] Australia
has the second largest proportion of overseas-born people in its
population. Those born overseas comprise of approximately 23%
of Australia’s total population, representing more than 250
different ancestries [2]. Over the next decade it is projected that
the proportion of the overseas-born population, commonly
referred to as culturally and linguistically diverse (CALD), will
increase more rapidly than the Australian-born population [3].
With this rapidly growing diverse population Australia faces
a number of population health challenges. Close examination of
epidemiological data reveals particular burdens of disease in these
CALD communities [4], revealing higher rates of risk factors for
a number of chronic diseases in CALD populations [5,6]. Of
particular concern is the greater risk of hypertension, diabetes, and
overweight/obesity, all of which are predominant risk factors to
cardiovascular disease (CVD) [6,7].
Despite the high risk of these diseases, those from CALD groups
are less likely to be proactive in accessing health care or
undertaking preventative health initiatives to ensure optimal
health outcomes [8,9]. It has well been documented that CALD
communities, are less likely to utilize preventative health services
compared to their Australian-born counterparts [10,11,12]. This
trend is not isolated to CALD communities in Australia alone.
Similar findings have been reported in the UK [13], Canada [14],
New Zealand [15] and USA [16]. The reasons most commonly
reported for the lower utilization of services include language
issues (particularly poor English language proficiency), lack of
gender segregation, a reluctance to deal with government
organizations, lack of cultural awareness on the part of the health
workers, a lack of knowledge/awareness of services, and differ-
ences between generic and multicultural services [3,13,17,18].
Under-utilization of health services has also been associated with
a fear of loss of independence, privacy and confidentiality [19].
The majority of published research has concentrated on the
under-utilization of general health care services including home
and community care services [20], general primary health care
[21,22], and mental health and social wellbeing services [23]. No
research, however, has addressed the under-utilization of pre-
ventive health measures such as physical activity.
Engaging in regular physical activity is associated with reduced
risk of cardiovascular disease and other chronic diseases [24],
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however those from CALD groups are less likely to access or utilize
these types of programs or initiatives [25,26]. A recent review by
Horne and Tierney [27] highlighted the prevalence of this specific
to the South Asian population living in both the UK and Canada,
reporting that these individuals have greater rates of coronary
heart disease, type 2 diabetes and vascular problems, and are less
likely to be physically active compared to their Caucasian
counterparts. In order to address this concern, researchers and
health professionals need to be aware of why CALD populations
are not accessing or utilizing these services. Recent evidence has
provided preliminary insight into these issues from the perspective
of CALD community members [9,28], commonly suggesting that
these services may not be appropriately adapted or tailored to be
meet the cultural requirements or needs of CALD populations
[29,30], however, little work has addressed these issues from the
perspective of service providers. Thus, based on the perspective of
service providers, the purpose of this study was: (1) to explore the
physical activity services/initiatives which are currently provided
to CALD communities living in the three most populous states in
Australia (New South Wales, Victoria, and Queensland); (2) to
investigate service providers’ perceptions as to why these
communities are not accessing these services; and (3) to explore
the provision of future services to promote and support health




This study was conducted in accordance with the National
Health and Medical Research Council’s National Statement on
Ethical Conduct in Human Research [31] and ethical approval
was obtained from the Central Queensland University’s Human
Research Ethics Committee (EC00158), reference number H09/
02-007. Standard university guidelines of informed consent,
voluntary participation, confidentiality, and anonymity were
followed; Information sheets and consent forms were sent to
participants prior to the scheduled interview, providing informa-
tion about the project, and outlining the procedures of the
interview. Information regarding voluntary participation was
included, indicating that participants could withdraw from the
study before, during or after the interview and up to the point of
publication of the research findings, for any reason, without
prejudice or consequence. Once publication has occurred, data
cannot be withdrawn. Consent forms further outlined that
participants’ identities would be protected at all times throughout
the data collection process, analysis and publication of any
research findings, indicating that any research reports or
publications would be drawn from aggregated data rather than
from any one participant, organization or community. Participants
were asked if they would like a final report outlining the study
outcomes and if so, they were required to provide an email and
mailing address. Access to anonymised versions of all interview
transcripts was not available to participants or any other
researchers beyond the research team. Upon completion of the
study, access to all raw data, including anonymised versions of the
interview transcripts, remained restricted to the research team as
participants only gave consent for this data to be accessed by the
named research team members (CMC, GSK, WKM). Thus, data
has not been and will not be deposited into a central repository
and at no time will the data be made available for secondary
analysis by other researchers. Participants did receive access to
their own individual transcript for the purpose of reviewing for
report accuracy. Prior to each interview session the principal
researcher went over the information sheet and consent form once
again, at which time participants were given an opportunity to ask
any questions or withdraw from the study. All participants agreed
to participate and written informed consent was obtained from
each participant.
Settings and Participants
This study was conducted with Multicultural Health Service
Providers (MHSP) employed by government and non-government
agencies/organizations throughout the capital cities of Sydney,
New South Wales; Melbourne, Victoria; and Brisbane, Queens-
land. These cities were chosen for the reason that they have
become three of the most CALD populated cities in Australia
(31.7% of CALD communities residing in Sydney, 28.9% in
Melbourne, and 21.7% in Brisbane) and thus service provision will
not only have the greatest impact on these communities, but
resources to provide services will also be the most strained in these
areas [2]. Participants were recruited through an online and
manual search of organizations that provided health promoting
services to CALD communities throughout these three areas.
Once these organizations had been identified, the principal
researcher contacted each organization and was then directed to
the individual responsible for the health promotion branch/section
of the organization. The principal researcher provided informa-
tion about the research, specifically outlining the purpose of the
study and invited each multicultural health service provider
(MHSP) to participate. All contacted MHSPs agreed to partici-
pate, at which time interview dates and times were scheduled.
All participants were employed by agencies/organizations
which directly provided physical activity health promotion services
to local CALD communities or were health promotion advocates
who directly supported organizations which provided physical
activity health promotion services to local CALD communities.
Table 1 provides an outline of the CALD communities that are
serviced by these service provision organizations. A total of 15
MHSP’s (2 men and 13 women), with a mean age of 37.4 years,
participated in the interviews. Table 2 provides an outline of
demographic characteristics of the service providers.
Procedures
Qualitative methodology, involving semi-structured interviews,
was employed to gather detailed information from MHSPs. In
order to gather a wide range of perspectives, opinions and ideas
concerning service provision, we aimed to include a varying
selection of MHSPs throughout each of the three targeted areas.
Semi-structured interviews were chosen because they provide the
flexibility to explore experiences and attitudes, enabling the
researcher to enter new areas and produce richer data [32].
Fifteen in depth, semi-structured interviews were undertaken
between February 2010 and May 2010. Researchers from the
project team travelled to each of the three states, undertaking the
interviews at each of the MHSP’s place of employment (5 in NSW,
4 in VIC and 6 in QLD). Each interview session ranged from 30–
70 minutes in length during which time MHSP’s were asked to
report on established physical activity policies and services and the
barriers associated with existing services, and to suggest potential
strategies/services that would better meet the specific needs of
CALD populations living in each area. The interview schedule was
developed based on previous research addressing healthcare
service provision [20], and the objectives of the current study.
The schedule was guided by twelve questions, including such
questions as; ‘Does your organisation provide any current physical
activity or health promotion programs? If so, can you outline what
programs your organisation does offer’ or ‘Why do you think
Physical Activity Services and CALD Communities
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CALD communities do not access some of the physical activity/
health promotion programs offered by your service/organisation
or other organisations? and ‘What sorts of physical activity
services/opportunities would you like to see offered by your
organisation or other organisations for CALD populations that
would help to make them more active or health conscious? During
each interview, the principal researcher acted as the moderator,
guiding the discussion and providing assistance where needed,
whilst the secondary researcher acted as a scribe to take notes, and
was responsible for the audio recording of each session.
Data Management and Analysis
Following each of the interview sessions the data were
professionally transcribed verbatim from digital audio files. The
transcripts were reviewed and corrected by the interviewers for
accuracy. Participants were only given access to their own
interview transcripts. Data saturation was reached by the final
interview. A thematic analysis [33] was undertaken, using an
inductive approach to identify, code and categories the data
according to pre-determined themes. Thematic analysis is
a qualitative research method which has been widely used in
health promotion research [13,34] given its capabilities to identify,
analyze and report patterns within large data sets. It organizes and
describes a data set in rich detail, and frequently goes beyond this
and interprets various aspects of the research topic, highlighting
similarities and differences, and generating unanticipated insights
[33,35].
Initially, transcribed interviews were read, with marginal
remarks and memoing used to identify initial units of meaning
from the text. The interviews and memos were then read and re-
read, and assigned sub-themes which were categorized under
predetermined higher order themes according to the study
objectives and research literature. Inter-coder reliability testing
was performed with another member of the research team to
enhance the rigor of sub-themes. Once all coding was complete,
the sub-themes were openly discussed amongst research team
members to ensure that bias was minimized. Any disagreements or
concerns that had arisen during the analysis were presented at this
time and further discussion was carried out until consensus was
reached and agreement was met. Once agreement of the sub-
themes was finalized, they were then categorized into higher order
themes.
Results
Provision of Physical Activity Programs/Initiatives
Participants acknowledged the fundamental need for programs
and initiatives which promoted preventative health for CALD
populations. Many of the participants outlined new programs/
initiatives that are now being offered, yet they also insisted that
these initiatives were long overdue and remained limited. A
common trend amongst the participant responses was that the
majority of the current programs where linked to or associated
with external organizations offering other social services or
programs specific to migrant populations. For example, one
participant (an employee from a service provider which mainly
focused on community social services) began a PA program for
older CALD communities in conjunction with an already
established program from the local YMCA. Although this
partnership helped to alleviate some of the resource strain
associated with developing and running new programs, partici-
pants indicated that this partnership would need to be reformatted
for future program sustainability.
There was universal recognition from participants that the
limited PA programs and/or health promotion initiatives currently
on offer or under development were minimal and did not
necessarily meet the needs of the intended CALD communities.
Table 1. CALD communities serviced by the Service Provider
Organizations in each State.














Serbian Sri Lankan *Spanish speaking
Sierra Leone Sudenese Sri Lankan
*Spanish speaking Timorese Sudanese
Sudenese Vietnamese Vietnamese
Vietnamese
*Note: Spanish speaking category incorporates a small proportion of individuals
from a number of Spanish speaking countries, predominately from Spain and
Chile, but also including El Salvador, Honduras, Peru and Ecuador.
doi:10.1371/journal.pone.0062777.t001

















*Health Promotion Training 15
Mean Yrs in Current Role (6SD) 6.2 (5.11)
*All participants received formal health promotion training within their
workplace.
doi:10.1371/journal.pone.0062777.t002
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Participants clarified that limited resources, including financial
resources and trained staff, were significant contributors to the
limited programs offered to CALD communities. They indicated
that initial funds and staff are first allocated to ‘‘priority’’ services
such as migration services, family welfare services, and employ-
ment services, and thus little money is left to subsidies preventative
health services such as physical activity programs or initiatives.
Moreover, the programs/initiatives that do exist are not specifi-
cally tailored to meet the cultural needs of each CALD community
but, rather, are mainly minor adjustments to mainstreams
activities. This is illustrated by the following comment.
Personally I’d like to see more of a proactive approach to a lot of things,
including I guess physical activity, rather than a reactive approach,
which is often the way things go, that would allow for really serious
consideration to cultural factors at that very early planning stage. (male,
32 years, Sydney)
Barriers to Accessing and Utilizing Programs/Initiatives
In addition to the challenges surrounding the provision of PA
programs or health promotion initiatives for CALD communities,
or lack thereof, participants also highlighted common barriers they
have witnessed concerning access to or utilization of health
promotion programs/initiatives for CALD communities. Most
prevalent were the socio-cultural barriers, in particular, miscon-
ceptualisation of preventative health and preventative health
measures, language difficulties, and inappropriate nature of
activities (e.g. gender issues). The majority of interview participants
indicated that many CALD communities are unclear as to what
constitutes preventative health or why we should engage in it. For
these communities, illness and disease is regarded as a natural part
of life, that being diagnosed with chronic disease or other disease
complications is what is intended and the way life is supposed to
be. Individuals from CALD groups do not understand the health
benefits associated with engaging in preventative health measures
like PA, they cannot conceptualize the preventative nature of such
activities. The following resonates many of the participant
responses;
The cultural expectations are different in different communities, and I
think generally we’ve seen from our experience, that those in ethnic
communities are more likely to accept things like frailty and ill health as
a natural part of ageing than perhaps an Anglo background person
might. So they’re less likely to go for help because they’ll just accept it.
(female, 27 years, Brisbane)
All participants agreed that the idea of prevention or early
intervention is not understood by many CALD communities,
many would much rather go to a doctor, have medicine prescribed
to them and return home to continue on with their daily routine.
When they get sick again, the process repeats itself, they head back
to the doctor for another ‘quick fix’ as this was common practice in
their country of origin.
As alluded to in the preceding response by one participant,
language is also regarded as a fundamental barrier to accessing,
utilizing, and returning to PA programs or health promotion
initiatives. Many participants indicated that individuals from
CALD communities rarely access these initiatives because most of
the time advertising and marketing messages are in English, and
thus these individuals are not even aware that the programs exist.
There is certainly a language barrier and understanding really what
a certain program is about. They just start thinking that this must not be
that important……(female, 39 years, Sydney)
If they are aware and decide to participate, many are reluctant
to return because the program is led by an English-only speaking
facilitator/instructor and the activities that are undertaken are
often foreign to these CALD communities. Thus, the inability to
understand instructions and to communicate and engage with the
facilitator/instructor is compounded by the unfamiliar, and
sometimes inappropriate, physical activities that are encouraged
to be performed. As one respondent put it:
The barrier for CALD communities becomes when the information is
provided in a way that isn’t appropriate to them. There are lots of people
who have language barriers in terms of comprehension…… issues to do
with health literacy and people’s understanding of the importance of
physical activity. (female, 40 years, Melbourne)
Participants clearly indicated that many of the services or
programs on offer do not meet the specific needs of the target
group, further highlighting that many of the physical activities
promoted are recognized as inappropriate for some CALD
communities due to the environment in which they are carried
out, the instructors who lead them, and/or the overall nature of
the activity itself. A common example described by a large
proportion of the participants was the programs being mixed
gender, pointing out that these programs do not take into account
the religious and cultural differences of some communities in
which males and females cannot participate in the same program
at the same time. In an attempt to resolve such issues, one
response, which follows a common theme amongst all participants,
included:
What tends to happen I think, is that organizations have a model that
they kind of apply to all communities and occasionally may alter it, you
know, have a bilingual facilitator, for example to address language
barriers. But in its inception the model doesn’t take into account cultural
factors and cultural differences. (female, 40 years, Melbourne)
Socioeconomic and environment issues have also been observed
as significant barriers to accessing and utilizing PA programs or
health promotion initiatives. Of particular concern, in terms of
socioeconomic barriers, are the expenses associated with the actual
programs and childcare services needed in order to participate in
the programs. Participants were in agreement that the majority of
CALD communities would focus their financial resources on daily
necessities rather than health promotion programs. As one
respondent highlighted:
I think that these individuals are too busy focusing on housing, clothing,
family interests, schooling for their children, food and employment rather
than worry about community-based activity programs and how they
could access them. (female, 39 years, Brisbane)
Lack of transport was recognized as the most prominent
environmental barrier for not accessing or utilizing PA programs
or health promotion initiatives. This is based not only on the
expenses associated with transport, but also the physical ability to
get to and from destinations,
Physical Activity Services and CALD Communities
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….they can’t get to it because they haven’t got transport, they haven’t got
the family networks to actually take them to where they need to go.
(male, 32 years, Sydney)
In response to some of the barriers mentioned above,
participants also proposed future service and/or program pro-
vision ideas, as well as outlined particular strategic adjustments in
which community organizations and service providers should take
into account when developing and delivering services and/or
programs for local CALD communities.
Considerations for the Future Provision of Physical
Activity Programs/Initiatives
Unanimously, participants indicated that services and programs
offered to CALD communities throughout Australia need to be
tailored to the needs and ‘wants’ of each particular community.
We need to navigate the different ways different cultures do things…It is
important to understand all of the different cultural norms in order to be
able to access them. (female, 50 years, Sydney).
These tailored programs need to go beyond the basic translation
of language and design of culturally appropriate images, but must
also consider other institutions within each diverse culture, such as
religion, gender, family, education, migration experiences, and the
possible physical and mental stress and trauma that many of these
CALD communities have faced in their past, as well as the
challenges they continue to face at the present time. Furthermore,
participants indicated that in order to successfully tailor these
programs, individuals from each CALD community need to be
involved in the design, development, and delivery of these
programs. A common response from participants included;
What we need to do is sit down with communities and find out what
they want to do, what their priority is. We can’t say ‘oh walking is
good, walking is cheap, here do some walking’, without it coming from
them. We have to get them to start thinking about their own ideas and
from there work together and come up with how we can help them start
doing what they think is important to them and what they would like to
do.(female, 34 years, Melbourne).
In support of culturally tailored programs, many participants
further indicated that making these programs and/or services
more accessible to the specific communities should also be
considered.
Taking the programs to them, making it very accessible in terms of
location, availability of childcare, cost, you know all of those thing.
(female, 50 years, Sydney)
And
We can’t just hold ourselves up here and say we’ve got this group here,
try it. We need to go to them, access some of their festivals and things to
be more integrated with them, be more visible to them. (female, 22 years,
Brisbane).
Additionally, one participant went so far to suggest the
development of ‘‘one stop shops’’ (female, 32 years, Brisbane) in order
meet a number of the culturally specific needs of the groups, rather
than physical activity alone.
Commonly stated by participants was the need for community
partnerships and the cross promotion of programs and initiatives
within these partnerships. Participants indicated that in developing
relationships with other organizations, both traditional (e.g.,
YMCA, community health departments, Sport and Recreation)
and non-traditional (e.g., migration resources centers, learning/
language centers, social development agencies) health promotion
organizations, both parties could share equipment, facilities,
resources, and staff, as well as build greater awareness and
increase recruitment across many communities.
Discussion and Conclusions
In this study Multicultural Health Service Providers employed
by government and non-government agencies/organizations
throughout three Australian states shared their beliefs, opinions,
and ideas regarding the current physical activity services/
initiatives being provided, highlighted the barriers they believe
CALD communities face in trying to access and utilize these
services/initiatives, and outlined considerations for future ser-
vices/initiatives. In terms of the current services/initiatives,
participants indicated that despite the services/initiatives that are
being offered, there is a fundamental need for more. In order to
offer more, current services/initiatives need to extend their reach
by partnering with other external organizations that also provide
services to these CALD communities. Collaborative partnerships
concerning health and preventive medicine is not a new phenom-
enon, and has been shown to improve conditions and outcomes
related to health and well being of entire communities [36,37].
Such partnerships have the ability to integrate and share a number
of organizational elements, including resources, facilities, decision-
making, and program organization [36,38]. Moreover, these
partnerships encourage community engagement, resulting in
greater sustainability of initiatives that promote and maintain
widespread health behaviors [36,39]. Going beyond previous
research and extending these partnerships to non-traditional
health providers may be a way to overcoming some of the barriers
CALD communities face in accessing and utilizing physical
activity services [40,41]. Developing collaborative partnerships
with organizations that already provide other services to CALD
communities, such as language centers, migration resource
centers, and religious institutions, could assist with issues
concerning staffing, facilities, equipment, and cultural insensitivity.
In addition, utilizing non-health related government and non-
government organizations provides an alternative avenue for
recruitment [37].
On the basis of our findings, it is apparent that although some
services/initiatives existed, these where not necessarily tailored to
meet the unique cultural characteristics of each diverse CALD
community. Developing programs, resources, and providing
cultural competence and sensitivity training for facilitators, has
some merit with regards to program delivery [28,40,42], however,
a greater level of cultural awareness is required. It has been
suggested that greater attention be paid to the design, delivery and
implementation of the service/initiative, proposing that commu-
nity-based ‘champions’ or ‘navigators’ should be involved in the
development of the program from conception to delivery. As
members of a particular CALD community, these ‘champions’ or
‘navigators’ could gain access into marginalized communities in
a more efficient manner, and promote greater uptake of physical
activity strategies, as well as build more robust community
capacity in the long term [33,43].
Misconceptualisation of preventative health and preventative
health measures, language difficulties, inappropriate nature of
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activities, and social isolation were recognized by participants as
predominant socio-cultural barriers faced by CALD communities
when attempting to access or utilize health promotion services/
initiatives. Although it could be argued that these barriers are
distinct, from a service provision perspective these barriers are not
necessarily independent of one another but are integrated around
the cultural competence of those providing the services/initiatives.
Successful access and utilization of preventive health services
amongst CALD communities is less apparent due to lack of
knowledge among providers about what constitutes effective
culturally appropriate services [11,44]. In order to alleviate some
of the misconceptions surrounding preventive health care,
organizations providing services need to design and develop
culturally safe services/initiatives, where there is no distress on
a person’s identity which may be caused by the fact that the service
delivery methods or processes are unfamiliar to the person’s
culture [45]. These could include addressing language difficulties
associated with utilizing services and developing culturally
appropriate initiatives to fit the needs of the CALD communities.
For instance, CALD groups of Muslim faith require gender
segregation in order to participate in physical activity, thus
culturally appropriate adjustments need to be made to activities,
activity facilities, and activity session times, creating suitable
woman-only alternatives [13,28]. Henderson et al., [12] indicated
that in order to provide culturally safe services, it is necessary to
embrace the differences that are inherent across cultures, taking
into consideration that something that may work for one CALD
group, may not necessarily work for another CALD group. Service
providers must be willing to understand and accept all aspects of
each diverse culture and adjust services/initiatives accordingly. In
addition, services/initiatives are more likely to become culturally
safe and culturally appropriate through the use of cultural
knowledge, culturally appropriate processes, and continued
cultural sensitivity [41,46,47]. Anderson et al. [46] suggested that
in order to address knowledge, appropriateness, and sensitivity,
organizations must promote a service that; 1) includes a culturally
diverse staff that reflects the communities served; 2) provides
translators who speak the clients language/s; 3) provides training
for service providers/facilitators about the culture and language of
the people they serve; 4) includes signage and instructional
literature in the clients’ language and consistent with their cultural
norms, and 5) provides culturally specific environments/settings
for delivery. As outlined, providing culturally competent services
(inclusive of the factors highlighted above) is necessary in
overcoming access and utilization barriers as it has the potential
to increase efficiency of service as well as enable CALD people to
approach services without fear and uncertainty, whilst respecting
their own health beliefs.
For many CALD groups, the health and welfare of their family
is their number one priority, thus socioeconomic barriers become
present in view of the fact that all financial resources they have are
attached to ‘‘daily life necessities’’ (e.g., food, clothes, school,
childcare, transport) with usually no money left for recreational or
leisure type activities. In an attempt to address these economic
struggles, service providers could help to alleviate some of these
concerns. For instance, research has consistently recognized
childcare (the expense associated with it) as one of the most cited
barriers to physical activity participation for adults, in particular
CALD women [28,48,49], suggesting that service providers should
consider offering free or highly subsidized childcare at their facility
as a way to address this barrier [49,50]. The burden of getting
children to and from a childcare facility, and then paying the fee
for the service would be alleviated and allow CALD clients more
opportunities to participate in the organized program/initiative.
Although transportation has traditionally been defined as an
environmental barrier, our findings recognize it as both an
environmental and socioeconomic barrier, given the actual
expense associated with transporting to and from a geographical
location. In accordance with what was suggested to improve the
childcare barrier, there has also been some discussion around
service provider organizations assisting with transportation to and
from the activity or program venue by subsidizing public transport
[41] or potentially providing private transport for activity
participants, similar to hotel or airport shuttles. Environmentally,
transport becomes a barrier for CALD communities as many of
them are unfamiliar with the process of public transport and are
fearful of taking public transport. Service providers could provide
some assistance with this barrier by improving their knowledge
around using public transportation. For example, during the initial
stages of the activity program facilitators could organize a walk
which involved taking the bus to and from a desired walking
location. This would give participants hand on knowledge about
the public transport process as well as provide an opportunity for
physical activity and social interaction.
It is clear that the future design and development of physical
activity programs/initiatives must be centered on some of the key
aspects discussed earlier. In particular, developing and fostering
collaborative partnerships with traditional and non-traditional
organizations, tailoring programs to target the specific cultural
needs of each particular CALD group, and increasing accessibility
by alleviating the barriers to PA is central to the future provision
and sustainability of PA programs/initiatives. For example, in the
case of accessibility our findings indicated that ‘‘taking the
programs to them’’ is a service approach that would alleviate
many of the barriers faced by these groups. Parallel to the work
undertaken in the United Kingdom [51], local health service
providers could set up a ‘one stop shop’ for both primary and
secondary health promotion initiatives (with links to other
common migrant services such as housing and language services)
in the geographical locations where CALD communities reside.
Referred to as ‘‘health action zones’’ [51], these centers/facilities
would provide culturally tailored primary health care services,
health promotion resources, and preventative health promotion
programs/initiatives that are easily accessible and that provide an
environment that is culturally sensitive to the needs of the targeted
CALD group. Although this strategy may elicit worry concerning
social isolation, it is important to note that these ‘zones’ are not
meant to segregate individuals, but rather this approach will
provide a culturally safe environment for CALD groups to access
PA programs/initiatives, as well as master skills (e.g., physical
activity skills, language skills, etc) and further cultivate their
confidence and self-efficacy so they feel safe and comfortable with
potentially transitioning beyond their own cultural environment.
Strengths, Limitations and Future Recommendations
This research makes a significant contribution to the literature
as it explores the perceptions of CALD services providers
regarding PA service provision, a research area which has most
commonly reported on CALD community members accessing
these services, rather than those who actually offer or provide these
services. As such, this work provides a preliminary outlook, from
the service provider’s perspective, as to what programs/initiatives
are currently provided to CALD communities, why these
communities are not accessing these services, and what are some
of the strategies that could be used to promote and support health
promotion and physical activity services/programs/initiative in
CALD groups throughout Australia. Furthermore, the outcomes
from this study do provide important information that would be
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attractive to an international audience given the similar migration
patterns found in other western countries such as Canada [52], US
[53], and the UK [54]. Although specific details cannot be drawn
from these data given the diversity of many CALD communities
worldwide, this preliminary outlook, which highlights the impor-
tance of cultural safety, cultural sensitivity and cultural compe-
tence within service provision, does provide a starting point for
service providers to design, develop, and/or alter new and existing
programs to better accommodate the cultural requirements and
personal needs of these communities.
Despite the valuable contributions of this work, this study is
specific to service provision in three Australian states (NSW,
Queensland, Victoria) thus making it difficult to generalize these
findings throughout all organizations which provide services to
CALD communities throughout all of Australia. Although, it has
been documented that the capital cities and surrounding areas of
these states have the greatest porportion of CALD populations [2],
and thus the greatest need for services, there are other areas in
South Australia, Western Australia and particular rural areas of
Australia which are witnessing a rapid growth in CALD
populations through international and inter-state migration.
Future research should focus on large-representative sampling,
throughout all states in Australia, to clearly understand the service
provision needs of both old and new CALD communities, in
addition to establishing a national profile regarding PA service
provision for CALD communities.
This study specifically addressed service provision from the
perspective of community level, government and non-government
service providers, not taking into account the role that health care
professionals may play in the process of service provision.
Although utilization of healthcare is particularly low in migrant
populations [20,21,22,23], those who do seek primary and
secondary healthcare will usually first access it from a local general
medical practitioner (GP) and allied health professionals, as they
are often referred to as the ‘‘gatekeepers’’ of health for immigrant
populations [55]. This preliminary visit is an ideal time for GPs
and other allied health professionals to advocate for preventative
health care, in particular providing information about physical
activity, highlighting specific local services and encouraging
participation of these services. Examining the influence that health
professionals may have on the utilization of services for CALD
groups is a research area that warrants future attention.
Conclusions
The outcomes of this exploratory research outline a number of
implications that should be considered for practice, policy and
research. Developing and fostering formal partnerships with non-
traditional organizations which service CALD communities (e.g.,
language centers, migration service centers, social welfare
organizations) is necessary as these reciprocal relationships have
the potential to provide support and assistance in terms of shared
resources, building greater awareness of the services within the
community, and recruiting community members into the services
or initiatives. Greater initiative must also be taken by organizations
to mandate cultural specific training for facilitators of these
services/initiatives to ensure that these service providers are
equipped with a sufficient level of cultural competency to
accommodate the specific cultural needs of these CALD commu-
nities. These training sessions must focus specifically on the
diversity within each CALD community and provide knowledge
concerning cultural safety and sensitivity. Understanding these
aspects and how they influence each CALD community differently
will assist service providers in addressing the barriers associated
with the utilization of these services as well as provide them with
the knowledge to provide the most appropriate service. In looking
forward, there are many areas which warrant further investigation
concerning physical activity service provision for CALD commu-
nities. A closer examination of other external variables, such as the
influence of health professionals in encouraging utilization of
physical activity service provision, would be a valuable and logical
extension to this research and would make a significant contribu-
tion to the existing literature.
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